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strongly dependent on the method used. We focused on gaseous
emboli since we believe that formation of gaseous emboli is indeed
caused by factors inherent in extracorporeal circulation, whereas
particulate emboli are mainly derived from manipulation of the
heart and the aorta. By choosing a detection window without aortic
manipulation, we were able to obtain more gaseous than particu-
late emboli counts. The number of gaseous counts differed signif-
icantly between the two methods, whereas the particulate counts
did not. Coming back to your point that air may enter the circuit
via the venous purse string, we always observed a distinct filling of
the right heart and atrium, meaning that there is a greater chance
to have blood leakage than air entrapment. In our opinion, an
active air removal in this setting is completely unnecessary.
Dr Aldea. This is a very important development in general
using these technologies, but since most of the procedures that we
do now are open cardiac procedures, how would you translate
some of these advances to intracardiac procedures?
Dr Khosravi. There is a study from Remadi’s group in France
which used the MECC for aortic valve replacement. Our own
experience in open cases is rather limited and not so enthusiastic.
First, you must ensure that there is no atrial septal defect or use a
double venous cannulation. Second, you are facing quite a large
amount of intracardiac suction blood and you must have a concept
of intraoperative blood processing. Thus, you give up part of your
MECC principles. Therefore, we now restrict the use of the MECC
system to CABG cases.
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